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Summary of Public Health Roles and Responsibilities for Vaccine Distribution and Use
During a public health emergency in the State of Georgia, public health activities will be coordinated as outlined in the Public Health Emergency Operations Plan (PH EOP).  The plan stipulates the Georgia Division of Public Health (DPH) as the lead in the Office of Homeland Security-Georgia Emergency Management Agency (OHS-GEMA) Emergency Support Function 8 (ESF8), as designated by the Department of Human Resources (DHR).  The plan also includes the role of DPH supporting DHR in OHS-GEMA ESF6.

Much of the annual influenza vaccine is purchased and administered in the private sector in Georgia and throughout the U.S.  Public Health procurement in Georgia is performed at the local level.  Through the federally-funded Vaccines for Children Program (VFC), the Georgia Division of Public Health Immunization Program routinely purchases and distributes limited amounts of influenza vaccine to VFC providers for administration to those who are eligible through the Program.  Additionally, the Georgia Immunization Program provides certain recommended routine vaccines to the local health departments for specific child and adult populations outside the VFC Program (See Georgia Immunization Program Manual).

The Division of Public Health has established a strong working relationship with various healthcare partners and other stakeholders to assist with distributing, delivering, and administering vaccines to designated groups through previous immunization activities and Strategic National Stockpile (SNS) planning throughout the state.  These partners will be contacted and mobilized when response plans are activated.

I.  RATIONALE

The Georgia Immunization Program continues to emphasize the importance of annual delivery and administration of influenza and pneumococcal vaccine to all at-risk Georgia residents.  Over time, the World Health Organization (WHO) Collaborating Influenza Centers and the Centers for Disease Control and Prevention (CDC) have been monitoring and detecting new variants of influenza virus for appropriate strain inclusions in each annual vaccine produced.  The vaccine has been administered primarily to high-risk residents, as defined by the Advisory Committee on Immunization Practices (ACIP), during the potentially susceptible time of each year.

If at any stage of surveillance by the WHO and CDC a viral strain is detected that is different than those currently circulating, further testing and investigation will occur and state health offices will be notified.  The initial response to an influenza pandemic will include medical care, community containment and personal protective measures, and targeted use of antiviral drugs.  Before a vaccine containing the circulating pandemic virus strain becomes available, pre-pandemic vaccine from stockpiles, if available for the pandemic subtype or partially cross-protective to the circulating virus, may be considered for persons in designated priority groups, as recommended by the ACIP and CDC.  Once a vaccine against the circulating pandemic virus strain becomes available, distribution and delivery will be a major focus of pandemic response efforts.

Public Health federal, state, and local goals for vaccination during an influenza pandemic include:

· Development of pre-pandemic strategies for vaccine manufacturing and stockpiling by the Department of Health and Human Services (HHS) and CDC that will maximize manufacturing capability.

· Federal stockpiling of influenza vaccine for strains and subtypes with pandemic potential

· Research expediting development of pandemic virus reference strain, and distribution of the strain to vaccine manufacturers by federal agencies

· Federally initiated acceleration of pandemic vaccine production

· Maximizing the immune response to the vaccine

· Ensuring efficient and equitable distribution of pandemic vaccine, according to recommended priority lists

· Rapidly determining vaccine effectiveness

· Providing ongoing and timely federal, state, and local monitoring of vaccine coverage

· Providing ongoing and timely monitoring of vaccine safety

II.  OVERVIEW

This document provides the Georgia Division of Public Health (DPH) and District/local plan for the different elements of a pandemic vaccination program.  This plan focuses on vaccine distribution, tracking of vaccine supply and administration, vaccination of recommended priority groups, monitoring of adverse events, vaccine coverage and effectiveness studies, communications, legal preparedness, and training, including working with healthcare partners to implement the plan.

The yearly influenza vaccine is a trivalent vaccine that includes three strains of influenza.  The virus strains to be included in the influenza vaccine are selected in the spring.  Two types of influenza vaccine are currently available.  One is the injectable inactivated influenza vaccine made by 3 manufactures for the U.S. market.  This vaccine is available for those at high-risk of complications from influenza and their contacts, as well as healthy individuals who want to prevent influenza infection.  The other is a live, attenuated influenza vaccine that is administered via nasal spray produced by one U.S. manufacturer.  This vaccine is targeted for healthy persons 5-49 years old.  Three manufacturers produce approximately 80 million doses of influenza vaccine for the U.S. market over a six to eight month production period, with the supply ready for distribution immediately before and throughout the influenza vaccination period of October through March.  Except for children under 9 years of age receiving vaccine for the first time, effective immunization is generally achieved with a single dose of vaccine.  Nationally, a large majority of the vaccine is administered by the private sector and is directed toward high-risk individuals as defined by the Advisory Committee on Immunization Practice (ACIP).  

Much of the annual influenza vaccine is purchased and administered in the private sector in Georgia and throughout the U.S.  Public Health influenza vaccine procurement in Georgia is done at the county/district level.  The only influenza vaccine purchased by the state is for the Vaccines for Children (VFC) Program.  In 2003 federal funding was made available for influenza vaccine purchase for VFC-eligible children for the first time.  This influenza vaccine was then distributed to all VFC providers in Georgia (private physicians, Public Health Districts, federally-qualified health center, community health centers, and juvenile detention centers).  The Georgia Immunization Program does purchase certain vaccines for specific child and adult populations outside of the VFC program.  For example, the Immunization Program purchases pneumococcal vaccine and places it at the county health departments.  Vaccine eligibility include: any adult > 65 years of age, adults < 65 years with high-risk conditions, and children or adolescents > 2 years of age with high-risk conditions.  Please see the Georgia Immunization Program Manual for additional information on vaccines purchased by the Georgia Immunization Program and for provision in public health departments.

Under current manufacturing procedures, it may take 6-8 months to make large amounts of vaccine available for distribution during a pandemic.  It is likely that there will be a shortage of vaccine once it does become available.  It is also possible that no vaccine will be available.  More than likely, vaccine will not arrive at one time.  Vaccine may be distributed in limited quantities over a period of time.  This situation would be more similar to the vaccine shortage during 2004-2005.  Some areas may not receive enough vaccine to warrant a mass vaccination clinic and may have to consider other mechanisms.  In addition, vaccination programs may need to be sustained over several months, as opposed to a mass vaccination clinic run over a few days.  Once vaccine is available, it will have to be distributed and administered as rapidly as possible.  In addition, immunologic responses following vaccination of serologically negative individuals is poor, so the emergence of a pandemic strain with new HA and/or NA antigens will likely require a second dose of vaccine 30 days later.

III.  INTERPANDEMIC AND PANDEMIC ALERT PERIODS
A. Vaccination against Seasonal Influenza Virus Strains

During the Interpandemic Period, the Georgia DPH, District, and local health departments will work with healthcare partners to enhance levels of 1) seasonal influenza vaccination in groups at risk for severe influenza and in healthcare workers, and 2) pneumococcal polysaccharide vaccination among those for whom it is recommended by the ACIP.

The success of the pandemic influenza vaccination program will be determined in large part by the strength of the state and local vaccination programs during the Interpandemic Period.  Higher annual vaccination rates will foster increased familiarity with and public confidence in influenza vaccines, increased manufacturing capacity for influenza vaccines, and strengthened distribution channels.

With current manufacturing procedures, the time to produce large amounts of vaccine for distribution during a pandemic may be six to eight months.  There may be a shortage of vaccine, or it may be unavailable.  In addition, all that will be available may not arrive in one shipment, but in limited quantities over time.

HHS is working with industry partners to ensure that influenza vaccine can be produced on an emergency basis at any time throughout the year (http://www.HHS.gov/nvpo/pandemicplan/) and to facilitate the development of cell- and recombinant-based interpandemic and pandemic influenza vaccines towards Food and Drug Administration (FDA) licensure in U.S.-based manufacturing facilities.  Activities in support of these goals include:

· Stimulating expanded manufacturing capacity by increasing annual demand for influenza vaccines by the Centers for Medicare and Medicaid Services (CMS) and CDC

· Securing a year-round egg supply for production of inactivated egg-based influenza vaccines

· Promoting the development of new technologies that:

· Shorten the time required to develop a vaccine against a new strain of influenza

· Facilitate rapid expansion of vaccine production during a pandemic

· Optimize the use of limited vaccine supplies (e.g., antigen-sparing strategies)

HHS is also spearheading the development of human vaccines against avian influenza A (H5N1) and against other A viruses with pandemic potential.  HHS is providing funding to develop and manufacture pilot investigational lots of these vaccines at licensed influenza vaccine manufacturers and to evaluate their safety and immunogenicity in National Institutes of Health (NIH)-sponsored clinical trials in healthy adult, elderly, and pediatric populations.

HHS is acquiring commercial-scale lots of influenza A (H5N1) vaccine to provide vaccine manufacturers with experience initially, and then to establish and maintain stockpiles of pre-pandemic H5N1 vaccine.

Increased use of pneumococcal polysaccharide vaccine may decrease rates of secondary bacterial infections during a pandemic.  Because large-scale pneumococcal vaccination might not be feasible once a pandemic occurs, the Interpandemic Period and Pandemic Alert Periods are the ideal times to deliver this preventive measure.  Pneumococcal vaccine is indicated for most persons for whom influenza vaccine is recommended by the ACIP (http://www.cdc.gov).

B. Preparedness for Vaccination against a Pandemic Influenza Virus
A limited amount of avian influenza A (H5N1) vaccine is being stockpiled and will be considered for early use in the event of an H5N1 pandemic.  Development of vaccines against other strains with pandemic potential is also being considered.  A monovalent vaccine directed against the circulating pandemic virus strain of influenza is anticipated to be available in the near future.  The number of persons who may be protected by vaccination depends on the manufacturing capacity, the amount of antigen per dose needed for a protective immune response, and the number of doses required.  Although annual influenza vaccine is immunogenic in older children and adults with a single dose, a higher antigen concentration and/or two doses may be needed for pandemic vaccine where persons have no previous exposure to the influenza subtype and lack any immunity.

In Georgia, initial pandemic vaccine stocks will be used to vaccinate designated priority groups – Table 1.  After vaccination of these priority groups, vaccination of others requesting the vaccine will occur, depending on available supplies.  Distribution and administration of vaccine will occur, working with healthcare partners following state and local plans for emergency mass distribution of medical supplies (e.g., Georgia DPH EOP, District EOP, Georgia Immunization Program Manual).

1. Vaccination of Priority Groups

A list of priority groups for receiving vaccination and the rationale for prioritization is provided in Table 1., as interim recommendations from the ACIP.  In addition, during a pandemic, changes may be made based on the characteristics of the causative virus (e.g., transmissibility, virulence, initial geographic distribution, age-specific attack rates, complication rates) and on vaccine effectiveness.

To prepare for vaccination of the recommended priority groups, the DPH will:

· Review national recommendations for pandemic influenza vaccination and make specific modifications or refinements in priority groups, depending on local circumstances and those affected.

· Develop specific definitions for priority groups (e.g., public safety workers, essential service providers), according to ACIP and CDC recommendations, identifying occupational categories and sub-categories within each priority, as circumstances dictate.

· Estimate the size of relevant priority groups throughout the state.

· Activate the respective DPH and District EOPs and dispensing/vaccination plans (DPH Emergency Operation Plan (EOP), District EOP, Georgia Immunization Program Manual) to provide vaccination of designated priority groups.

· Inform/educate healthcare partners, professional organizations, and other stakeholders concerning the need for and rationale of priority groups through established state and local Risk Communication Plans within the DPH EOP Annexes.

2. Vaccine Procurement and Distribution

HHS is working to expand pandemic influenza vaccine production capacity and will signal to manufacturers when to shift from annual to pandemic vaccine production and assure that pandemic vaccine is produced at full capacity.

At the onset of an influenza pandemic, HHS, in concert with the Congress and in collaboration with the States, will work with the pharmaceutical industry to acquire vaccine directed against the pandemic strain.

It is estimated that the State of Georgia currently has approximately 9 million residents.  In the event of an influenza pandemic, estimates suggest that Georgia will need over 18 million doses of vaccine in order to fully immunize the population.  The DPH will work with federal agencies to receive available vaccine in proportion to the population, starting with priority groups.  For the identified priority groups, the DPH and District health departments will:

· Decide, considering circumstances, whether vaccine will be shipped directly from the manufacturer to vaccine providers or to public health facilities for further distribution.

· Contact and activate previously identified agencies/organizations and sites to provide vaccination to persons in priority groups (e.g., local health departments, planned first responder sites, occupational health clinics, private clinics).

· Continue to enhance established plans with partners for rapid distribution and administration of vaccines, including vaccine security, maintenance of cold chain, transport, and storage.

· Continue to update and expand established locations, and renew memoranda of understanding (MOUs) for vaccination clinics in the Districts.

· Enhance plans to expand the number of agencies/organizations, and MOUs with such partners, to provide vaccinators and other staff for vaccination clinics.

· Enhance plans for allocation of vaccine based on projected need.

· Provide vaccination information to healthcare providers, according to State and respective District communications plans.

· Enhance local procedures for collecting, removing, and disposing of used syringes, needles, and other vaccination supplies at public and private healthcare and non-healthcare agency/organization sites.

· Enhance plans at State, District, and local levels for training vaccinators and other staff responsible for mass vaccination.

· Enhance plans for vaccinating hard-to-reach, underserved, and migrant populations within priority groups and the general population.

· Monitor that vaccine administration follows existing plans on priority groups.

· Ensure the vaccine administration data is recorded in the Georgia Registry of Immunization Transactions and Services (GRITS).

a) Second-dose Vaccination

A vaccine against pandemic influenza will likely require two doses, administered at least a month apart, to provide a level of immunity comparable to that obtained with seasonal influenza vaccines.  Recommendations on the number of required doses and timing of the second dose will be issued once immunogenicity trials have been completed.

If two doses are required to achieve immunity, it will be necessary to ensure that vaccinated persons return for the second dose.  In such case, DPH and District health departments will:

· Arrange for information about the need for a second dose to be disseminated through public service announcements and other methods, according to established communication plans, and at the time of first vaccination.

· Ensure that vaccine procurement and distribution to vaccination sites accounts for the need to use portions of future shipments for second doses, thus reducing the number of available first doses.  In this case communication will include strong encouragement of methods for preventing the spread of the virus.

· Utilize the reminder/recall functionality of the Georgia Registry for Immunization Transactions and Services (GRITS), or use the CDC Countermeasure Response Administration (CRA) software when established, for tracking and contacting those who received vaccination, in order to ensure a second vaccination.

b) Contingency Planning for Investigational New Drug

If a pandemic spread is rapid and standard vaccine efficacy and safety tests have not been completed by the time of response, unlicensed vaccines might be needed.  In such a case, the DPH and District health departments will distribute unlicensed vaccines under the FDA Investigational New Drug (IND) provisions.  Strict vaccine inventory control and records will be maintained.  Signed consent will be obtained from each recipient or recipient guardian.  Specific adverse event reporting will occur by use of the current Vaccine Adverse Event Reporting System (VAERS) software.  The FDA and Georgia rules and regulations concerning INDs will be followed.  An alternative to IND is Emergency Use Authorization (EUA) that may be utilized, if necessary.

3. Vaccine Monitoring and Data Collection

To ensure optimal use of a new pandemic influenza vaccine, the DPH, District, and local health departments will utilize the GRITS and VAERS software programs to collect data on vaccine effectiveness, vaccine supply and distribution, vaccine coverage, and vaccine safety throughout the state.  The CDC CRA software may be used when released.

a) Vaccine Effectiveness

Vaccine effectiveness will be assessed by comparing rates of influenza-related illness, hospitalization, and/or death among vaccinated and unvaccinated persons, as monitored by local, District, and State epidemiological influenza surveillance, in collaboration with the CDC.

b) Vaccine Supply and Distribution

Mechanisms for tracking vaccine supply and distribution will depend on how the vaccine is produced and distributed.  In a pandemic, HHS will arrange for distribution of vaccine stocks directly to DPH.   DPH and Districts will maintain the responsibility for vaccine allocation decisions, working in association with CDC and vaccine manufacturers, and will track the receipt and distribution of vaccines throughout the state through the activation of established State and District EOPs and SNS annexes.  Data will also be obtained from vaccine manufacturers and commercial distributors.

· Vaccine tracking and coverage information may be used by federal, state, and local decision-makers to estimate adverse event rates based on the number of doses administered, and to determine if vaccine is being administered according to established priority groups for pandemic vaccine (especially in the early phases of vaccination).  Data will be collected from individual providers, collated at the local, District, and State levels, and reported to federal authorities on a scheduled routine basis.

· Vaccine tracking data will include number of doses administered, by date and age, priority group, and state, district, and county.

c) Vaccine Coverage

The CDC will work with states to develop a system for monitoring vaccination rates at regular intervals, using Behavioral Risk Factor Surveillance System (BRFSS), a pre-existing population-based survey tool that provides national and state-level estimates and complements earlier mentioned vaccine tracking systems.

d) Vaccine Safety

The Georgia Immunization Program within DPH will ensure consistent reporting and investigation of adverse events following immunization (AEFI) with a pandemic influenza vaccine throughout the state utilizing VAERS and Vaccine Safety Datalink software from CDC, as a requirement of each provider receiving vaccine shipments (See Georgia Immunization Program Manual).  Planning will include:

· The state-level coordinator or designee within the Georgia Immunization Program of the DPH implementing adverse events education of providers (e.g., adapting and distributing “Dear Doctor” letters and materials for vaccine recipients) of the requirement to report adverse events through VAERS and Vaccine Safety Datalink software from CDC.  This person will serve as the State contact with federal government staff overseeing VAERS.

· Refreshing other State staff of adverse event reporting and follow-up with the VAERS to ensure timeliness of reporting as outlined in the Georgia Immunization Program Manual.

· Designating other leads to report to the above state coordinator for delegated activities to provide thorough and consistent statewide adverse event reporting.

· Refreshing program staff with the objectives, strengths, and limitations of VAERS.  Since VAERS typically involves direct reporting by providers, during an interpandemic, pandemic alert, and follow-up periods, DPH will require reports to also be sent to the State.  This will assist in timely investigation of an AEFI.  Vaccine Safety Datalink (VSD) or Clinical Immunization Safety Assessment (CISA) network, two CDC adverse event software programs, may be used in conjunction with VAERS for monitoring and investigating AEFIs.

4. Public Health Communications

The provision of vaccine information will be an important component of ongoing public health communication during a pandemic.

· DPH will work closely with federal agencies to disseminate accurate, useful, and consistent public health messages.  This information will be tailored and disseminated specifically for the different groups and residents throughout the State of Georgia.

· Such disseminated information will include:

· Rationale for prioritization and listing of priority groups to receive vaccine

· Established phasing and anticipated timeline of vaccination according to and after priority groups have been vaccinated

· Times and locations where vaccinations will be available

· Emphasis of the importance of vaccination in order to prevent future pandemic waves

· DPH and Districts will disseminate vaccine information to healthcare providers concerning the risks, benefits, and contraindications.

5. Coordination with Bordering Jurisdictions

During a pandemic, DPH and Districts will activate and follow established EOPs and SNS annexes for coordination of distribution of vaccine to public health authorities in adjacent states.  Public Health will coordinate with tribal governments and other unique populations according to current plans and MOUs.

6. Legal Preparedness

With the establishment of DPH and District EOPs, issues of the legalities involved with receiving, distributing, and administering vaccinations have been reviewed.  

· Numerous MOUs are in place for priority access to various properties, utilities, and services necessary for these activities throughout the state.

· Plans will be activated concerning liability coverage for volunteers during a pandemic/emergency.

· Plans will be enhanced to include assistance from professional organizations, unions, or other agencies concerning liability.

· Plans will be enhanced to address exact inclusions of priority groups to be vaccinated initially.

7. Training

DPH and Districts will continue to enhance training and exercise programs with all potential public, private, and community partners to increase timely and knowledgeable response activities, if necessary.  State and local entities currently train and exercise specific segments of response.  More emphasis will be given to pandemic and vaccination response, including administering of vaccine, testing information management systems, educating the public, media, and medical providers, and targeting specific priority groups.

PANDEMIC PERIOD

A. Before Vaccine is Available

Before a vaccine becomes available, DPH and Districts will:

· Meet with treatment centers, and medical and non-medical partners and stakeholders to review the major elements of the respective State and District distribution plans.

· Modify the plan to account for possible updated interim recommendations of priority groups, projected vaccine supplies and timelines for availability, and staffing estimates for mass vaccination.

· If stockpiled vaccine of the pandemic subtype is available, work with treatment centers, healthcare providers, and other stakeholders to distribute/deliver and administer vaccines to designated priority groups.

· Update and disseminate public information on the production, distribution, and use of pandemic influenza vaccine before it becomes available.

· Conduct training for public health staff and partners involved in distributing and administering vaccine.

B. When a Vaccine becomes Available

Once a vaccine is available for distribution, DPH and Districts will work with healthcare and community partners to activate plans for:

· Vaccinating persons in priority groups, in accordance with existing recommendations.

· Providing a second dose, if required for immunity.

· Monitoring vaccine supply, distribution, and use.

· Continuing to communicate with healthcare providers, stakeholders, and the public.

After priority groups have been vaccinated and additional vaccine stocks become available, public health authorities will vaccination of the remaining population of the state, in phases based on age or other criteria that will ensure fair, equitable, and orderly distribution, as recommended by HHS.  After the pandemic has ended, the Georgia DPH and Districts will evaluate all response activities, including vaccine tracking and delivery, adverse event monitoring, and communications.

Table 1: Vaccine Priority Group Recommendations*
	Tier 
	Subtier 
	Population 
	Rationale 

	1
	A 
	· Vaccine and antiviral manufacturers and others essential to manufacturing and critical support (~40,000) 

· Medical workers and public health workers who are involved in direct patient contact, other support services essential for direct patient care, and vaccinators (8-9 million) 
	· Need to assure maximum production of vaccine and antiviral drugs 

· Healthcare workers are required for quality medical care (studies show outcome is associated with staff-to-patient ratios). There is little surge capacity among healthcare sector personnel to meet increased demand 

	
	B 
	· Persons > 65 years with 1 or more influenza high-risk conditions, not including essential hypertension (approximately 18.2 million) 

· Persons 6 months to 64 years with 2 or more influenza high-risk conditions, not including essential hypertension (approximately 6.9 million) 

· Persons 6 months or older with history of hospitalization for pneumonia or influenza or other influenza high-risk condition in the past year (740,000) 
	· These groups are at high risk of hospitalization and death. Excludes elderly in nursing homes and those who are immunocompromised and would not likely be protected by vaccination 

	
	C 
	· Pregnant women (approximately 3.0 million) 

· Household contacts of severely immunocompromised persons who would not be vaccinated due to likely poor response to vaccine (1.95 million with transplants, AIDS, and incident cancer x 1.4 household contacts per person = 2.7 million persons) 

· Household contacts of children <6 month olds (5.0 million)
	· In past pandemics and for annual influenza, pregnant women have been at high risk; vaccination will also protect the infant who cannot receive vaccine. 

· Vaccination of household contacts of immunocompromised and young infants will decrease risk of exposure and infection among those who cannot be directly protected by vaccination 

	
	D 
	· Public health emergency response workers critical to pandemic response (assumed one-third of estimated public health workforce=150,000) 

· Key government leaders 
	· Critical to implement pandemic response such as providing vaccinations and managing/monitoring response activities 

· Preserving decision-making capacity also critical for managing and implementing a response 

	2 
	A 
	· Healthy 65 years and older (17.7 million) 

· 6 months to 64 years with 1 high-risk condition (35.8 million) 

· 6-23 months old, healthy (5.6 million) 
	· Groups that are also at increased risk but not as high risk as population in Tier 1B 

	
	B 
	· Other public health emergency responders (300,000 = remaining two-thirds of public health work force) 

· Public safety workers including police, fire, 911 dispatchers, and correctional facility staff (2.99 million) 

· Utility workers essential for maintenance of power, water, and sewage system functioning (364,000) 

· Transportation workers transporting fuel, water, food, and medical supplies as well as public ground public transportation (3.8 million) 

Telecommunications/IT for essential network operations and maintenance (1.08 million) 
	· Includes critical infrastructure groups that have impact on maintaining health (e.g., public safety or transportation of medical supplies and food); implementing a pandemic response; and on maintaining societal functions 

	3
	 
	· Other key government health decision-makers (estimated number not yet determined) 

· Funeral directors/embalmers (62,000) 
	· Other important societal groups for a pandemic response but of lower priority 

	4
	 
	· Healthy persons 2-64 years not included in above categories (179.3 million) 
	· All persons not included in other groups based on objective to vaccinate all those who want protection 


*The committee focused its deliberations on the U.S. civilian population. ACIP and NVAC recognize that Department of Defense needs should be highly prioritized. DoD Health Affairs indicates that 1.5 million service members would require immunization to continue current combat operations and preserve critical components of the military medical system. Should the military be called upon to support civil authorities domestically, immunization of a greater proportion of the total force will become necessary. These factors should be considered in the designation of a proportion of the initial vaccine supply for the military.

Other groups also were not explicitly considered in these deliberations on prioritization. These include American citizens living overseas, non-citizens in the U.S., and other groups providing national security services such as the border patrol and customs service.
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